The purpose of this article is to introduce 2 short forms of the previously published measure of preparation for future care (PFC). Community-dwelling older adults ages 65-94 who had completed the 29-item Preparation for Future Care Needs scale were randomly divided into scale development (n ϭ 697) and scale validation (n ϭ 690) samples. Fifteen items were selected using exploratory and confirmatory factor analyses on the scale development and scale validation samples, respectively. Consistent with PFC theory, the 5 subscales of the original long-form measure (Awareness, Gathering Information, Decision Making, Concrete Planning, Avoidance of Care Planning) were maintained. A 5-item scale with acceptable score reliability and validity was also developed. Compared to the long form, these short forms are more easily incorporated into epidemiologic studies and can be used in medical, psychology, and social work practice to initiate discussions about long-term care planning.
and active preparation for future stressors or transitions (Berg, Strough, Calderone, Meegan, & Sansone, 1997) can prevent the exacerbation of problems and help with overall adjustment and well-being. Older adults who engage in planning for future care have better health outcomes after residential transitions (Ball et al., 2005; Coulton, Dunkle, Haug, Chow, & Vielhaber, 1989; Reinardy, 1992; Young, 1998) . They also report less insecurity about the future (Sörensen & Pinquart, 2000b) . Conversely, lack of planning may lead to crisis decision-making (Maloney, Finn, Bloom, & Andresen, 1996) and can increase the risk of making residential or care arrangements that are not well matched to the individual's values and needs (Castle, 2003; Liu & Tinker, 2001; Monagle, 2002) . Perhaps as a result, low concrete planning and high avoidance of future care planning are related to subsequent depression and anxiety (Sörensen, Mak, Chapman, Duberstein, & Lyness, 2012) .
Nevertheless, only a minority of baby boomers (7%) have an "adequate" plan in place, according to a study commissioned by the GE Center for Financial Learning ("Baby Boomers Get an 'F' in Planning for Old Age," 2009). Although Americans worry more about paying for long-term care than paying for retirement, 48% of older adults have done little or no long-term care planning (National Council on Aging & John Hancock Mutual Life Insurance Company, 1999) . The fact that few older adults gather information and make decisions about care preferences proactively (Carrese, Mullaney, Faden, & Finucane, 2002; Sörensen & Pinquart, 2000c) has become an increasingly pressing public health issue, particularly at the state level, because a large proportion of nursing home care are funded by state-administered Medicaid (Moses, 2011) .
Free programs to encourage long-term care planning offered by state Departments of Aging and state campaigns to induce individuals to consider long-term care insurance and order a long-term care planning kit have generated poor uptake (McGrew, 2006) , with a response rate of less than 8% (Administration on Aging, 2009; McCay, Long Term Care Group Inc., & LifePlans Inc., 2006) . The lack of response is often attributed to the fact that transitions in functional status, care arrangements, and residential situations are potential stressors for individuals and families-they are often associated with emotional upheaval and negative physical sequelae (Carpenter et al., 2007; Lafortune, Béland, Bergman, & Ankri, 2009; Pot, Deeg, Twisk, Beekman, & Zarit, 2005 )-but few long-term or large-scale studies have been conducted to better understand the barriers to preparation for future care (PFC; Carpenter et al., 2007; Lafortune et al., 2009; Pot, Zarit, Twisk, & Townsend, 2005; Rossen & Knafl, 2007; Zimmer, Wen, & Kaneda, 2010) . The purpose of this study is to introduce tools to further investigate factors that facilitate and prevent future care planning in larger samples and diverse populations, using an epidemiological approach. This could help determine when and how to effectively encourage PFC on a larger scale, potentially leading to interventions that help reluctant planners engage in the planning process.
Theoretical Background
PFC can be placed in the context of several psychological and health behavior theories. The theory of planning in everyday situations (Berg et al., 1997; Hayes-Roth & Hayes-Roth, 1979; Rebok, 1989; Scholnick & Friedman, 1993; Smith, 1999) and its translation into retirement planning (Noone, Stephens, & Alpass, 2010) explain the cognitive processes involved in planning for the future. These theoretical approaches largely agree that the steps in planning include increasing awareness of the need to plan, gathering information about the present situation, determining future goal states, comparing various options for reaching these goals, choosing specific plans, implementing these plans, and evaluating their effectiveness. Our PFC assessment tool conceptually mirrors these steps in subscales.
Rogers's revised protection motivation theory (PMT; Rogers, 1983) may explain the cognitive processes that move older adults from the state of awareness of future care needs to engaging in active planning behaviors. The model's threat appraisal component encompasses (a) individuals' estimation of the severity of their expected disability or need and (b) their estimation of how likely they are to develop a disability (perceived vulnerability) . If the severity of disability and perceived vulnerability are high, individuals could be activated to prepare for the future. They may also, however, be overwhelmed or immobilized by the perceived threat of disability (Aspinwall, 2011) . Because PMT's focus on threat appraisal was developed from the perspective of specific disease prevention, it establishes the way in which a fear-arousing communication can change attitudes, and behavior, but it may not take into account the vaguer threat of diminishing physical and mental capacity associated with very old age. The model's coping appraisal may be more applicable in this regard: (a) individuals' expectancy that implementing the recommendations can remove the threat, that is, either prevent disability or prevent the limiting effects of disability and (b) their belief in their ability to carry out the recommended plan of action successfully (self-efficacy). These expectancies and beliefs may be necessary to activate gathering information, decision-making, and concrete planning.
Measures of Preparation for Future Care
Several existing questionnaires focus on the following issues: the propensity of older adults to plan for the future (Prenda & Lachman, 2001) , preferences for care (e.g., Keysor, Desai, & Mutran, 1999; Regier et al., 1990) , and the domains of long-term care planning (e.g., health, housing, finances ; Friedemann, Newman, Seff, & Dunlop, 2004) . These scales have certain limitations, however: They do not focus on the process of care planning, are too lengthy, or use only single-item measures of preparation for future care processes (Kulys & Tobin, 1980) . Therefore, in 2001 Sörensen and Pinquart published the 29-item Preparation for Future Care Needs (PFCN) measure, which uses multiple items in the following five scales to assess distinct processes of planning: Awareness (AW), Gathering Information (GA), Decision Making (DM), Concrete Planning (CP), Avoidance of Care Planning (AV). The focus on separate but related preparation processes was drawn from cognitive planning theories, which suggest that basic planning steps are largely similar across domains (Rogoff, BakerSennett, & Matusov, 1994) .
In the present article, we describe the development of a multidimensional 15-item Preparation for Future Care Needs Short Form (PFCN-15) and a supplementary five-item measure. Briefer measures of PFC are essential for inclusion in epidemiological studies aiming to address state-and national-level needs for policy planning-in our experience principal investigators using large This document is copyrighted by the American Psychological Association or one of its allied publishers.
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survey designs are reluctant to include instruments that will substantially increase assessment time. Also, because PFC is presumed to change over time, a measure that can be used for repeated assessment is needed. We are aware that there is a trade-off regarding reliability and validity of scores when shortening measures and that measurement precision may be compromised (Kruyen, Emons, & Sijtsma, 2013; Ziegler, Kemper, & Kruyen, 2014) . Our primary goal, however, was not to use PFCN-15 scores to make individual diagnostic or placement decisions but rather to develop a research tool with good score reliability at the group level that could be administered quickly to better understand relationships between psychological processes and to inform policy. A second need is to develop a better understanding of PFC in the context of clinical care to identify people at risk for inadequate PFC. This understanding could support the efforts of clinicians working with older adults and their families to encourage autonomous and/or joint decision-making by patients and clients. Thus, concise instruments that allow for the careful but rapid assessment of PFC and that minimize participant burden are required. Short scales are preferred in primary care and other clinical settings because of severe time constraints among primary care physicians and the increased frailty of their older patients (Clarke, Neuwirth, & Bernstein, 1986) . Many primary care practitioners are reluctant to burden patients with surveys; they are also focused on establishing a medical diagnosis and treatment and may not consider surveys relevant or interpretable.
Thus, to assess patients' level and change of engagement with future care preparation, we decided to shorten the original 29-item scale (requiring 8 -10 min) to 15 items (requiring 4 min) by using a combination of factor-analytic methods and alpha maximization. We also present a supplementary five-item measure that may have greater utility as a base for initiating conversations with patients for whom decision-making may be imminent; it is similar to models that do preference analysis before joint decision-making (Wittink, Cary, TenHave, Baron, & Gallo, 2010; Wittink, Yilmaz, Walsh, Chapman, & Duberstein, 2016) . The PFCN-5 is not aimed at creating risk analysis cutoffs, nor at generating individual-level test results for decision-making but rather at being a tool to gain initial insights into patients' attitudes and actions toward preparation.
Method Participants
A total of 1,387 adults over the age of 60 years were combined from four separate samples in Utah, Georgia, and New York State. The sampling frame was determined by the residential location of the principal author and the availability of collaborators and, although somewhat random, was not based on this measure or on pursuit of specific populations and did not show evidence for extreme selection effects.
1 Data were collected by either mail-out survey or in-person interview, as specified in the next sections.
Utah subsample. Six hundred large-print questionnaires containing demographic questions, the 29-item PFCN measure, measures of health and well-being, and other instruments (Pinquart & Sörensen, 2000; Sörensen & Pinquart, 2001 ) were mailed to adults age 65 or more in Salt Lake City and rural Northern Utah who had been randomly selected from computerized voter registration records in the fall of 1997 and were stratified by gender. After reminder postcards, 294 responses (48.0%) were received. Inclusion criteria were age 64 or more and ability to understand English. Exclusion criteria were reported inability to perform two or more basic activities of daily living (ADLs). Exclusion criteria resulted in 288 respondents.
Participant characteristics from all subsamples are shown in Table 1 . In the Utah sample, most were Caucasian (97.2%) and female (51.7%). The average age of this subsample was 74.5. Respondents had an average of 11.85 years of education (SD ϭ 1.5); 73.9% had a high school degree or higher, comparable to the national average for this age group (72.8%).
Georgia subsample. With the help of a commercial survey sampling company, questionnaires were mailed to 1,000 older adults 64 and older residing in Georgia in January 1999. After receiving reminder letters, 388 (38.8%) returned the questionnaires. Eighty-six were too young, unable to perform two or more basic ADLs, deceased, or had wrong addresses; due to missing data, 294 were included in the analyses.
Georgia participants were on average 73.7 years of age; less than half were women (38.5%). The majority (82.3%) were Caucasian, but a representative number of African Americans (17.0%) were in the sample as well. Respondents had an average of 11.04 years of education; 50.7% had a high school degree or higher.
New York State community subsample. Communitydwelling adults over age 60 (N ϭ 431) were recruited through community talks, newspaper advertisements, and health fairs in urban and rural western New York between February 2003 and December 2006. Inclusion criteria were age 60 or more and ability to understand English. Exclusion criteria were inability to perform two or more ADLs. The first 25% of the sample received the PFCN questionnaire and validation measures from an interviewer and were asked to return them by mail after completing a battery of cognition measures for another study. Because of skipped pages and literacy concerns, we administered the care preparation and validation measures in person for subsequent participants. Exclusion criteria and skipped survey pages resulted in a sample of 428 participants. A subset (N ϭ 383) of this sample was followed up after 4 weeks.
The New York State community sample was on average 73.3 years of age. They were predominantly female (74.1%); 60% were White, and 30% African American. One percent were Latino or Hispanic. The average level of education was 13.1 years, with 71.9 reporting a high school education or higher.
1 Although the sampling frame indicates a convenience sample, there are several strengths in this strategy: (a) diversity of locations, (b) effort put into randomly contacting participants through voting records in two locations, and (c) oversampling of African Americans in one sample. This makes the research relevant beyond specific geographic and ethnic boundaries. Because of differences in selection of the groups, we tested whether the overall group model would still hold across the four samples. Because one item (AV4) was not present for the Utah and Georgia samples, we performed one multigroup confirmatory analysis for all four samples using only three avoidance items and another multigroup analysis for the two samples with four Avoidance of Care Planning (AV) items. Despite a reduction in comparative fit index, these analyses still supported essentially the same factor structure across samples, as shown in the supplemental table. This document is copyrighted by the American Psychological Association or one of its allied publishers.
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New York State primary care subsample. Primary care patients ages 65 or more who presented for care on selected days at private internal medicine practices and hospital-affiliated internal medicine and geriatric clinics in western New York between June 2001 and June 2005 were asked to consent to being interviewed in their homes for a longitudinal study of mood (Lyness et al., 2006; Seaburn, Lyness, Eberly, & King, 2005) . Of eligible participants, 735 (50.1%) completed an interview and were asked to complete and mail back the 29-item PFCN survey and several validation measures; about one quarter (N ϭ 398; 27.1%) returned the surveys. A subset (N ϭ 198) of this sample was followed up after 24 months.
The primary care sample was on average 74.9 years of age and predominantly female (60.6%). Their average level of education was 14 years, and 90.9% had completed a high school or higher degree, clearly above the national average.
Creation of the development and validation samples. All four samples were combined for a total of 1,387 individuals ages 60 -94 (mean age ϭ 74.1, SD ϭ 6.9). The total sample was 58% female; 82.6% were White, 14.5% African American, and 2.9% other races or missing. This is comparable to national statistics for this age group for Whites and Blacks (83% White, 8% Black, 3% Asian, 6% Latino; He, Sengupta, Velkoff, & DeBarros, 2005), though not for Latinos or Asian Americans. Mean education level for the overall sample was 13.77 years (SD ϭ 2.9). The median income category was $10,000 -$30,000 (6.3% earned less than $10,000; 17.7% more than $50,000). The total sample was randomly split into an instrument development sample and a validation sample. Sample characteristics can be found in Table 1 .
Measures
Preparation for Future Care Needs measure. The Preparation for Future Care Needs measure is a 29-item questionnaire (Sörensen & Pinquart, 2001) . Items (listed in Table 2 ) are scored on a 5-point Likert scale and assess five distinct planning processes:
1. Awareness of future care needs. PFC must begin with perceiving the risk of future disability (Sörensen & Pinquart, 2000a ; six items; ␣ ϭ .81).
2.
Gathering information, which involves assessing the current situation, possible future goal states, and options for reaching these goals. It also involves risk assessment, for example, risks for disability, due to ignoring the diagnosis of a chronic disease, and risks associated with taking action (six items; ␣ ϭ .85).
3. Decision-making. Decision-making and evaluating future goals and options involve weighing different options and gaining clarity about one's preferences, such as whether in-home care is preferable to assisted living and why (six items; ␣ ϭ .78).
4. Concrete planning. This includes timely plan initiation and communication of care preferences to relatives (six items; ␣ ϭ .72).
5. Avoidance of care planning. Because nonrational and defensive processes such as avoidance of care planning (four items; ␣ ϭ .70) might undermine the progression of PFC (Langer, 1994) , these are also included in our measure. Avoidance is defined here as specifically avoiding thoughts about future care and frailty, not as a goal attainment strategy or global orientation (Förster, Higgins, & Idson, 1998) or as a global coping strategy (Carver, Scheier, & Weintraub, 1989) . Thus, individuals high in avoidance of care planning will endorse that they are actively trying not to think about future care or that they have discomfort with such thoughts.
To assess predisposing factors to PFC as well as potential indicators of validity of score interpretation, we administered a number of additional measures; however, not all were included for each sample. Table 3 shows which measures were used with which sample at which time.
Indicators of vulnerability (predisposing factors). Self-care limitations. Limitations in the ability to perform activities of daily living (ADLs) were expected to trigger thoughts of future care needs. The self-care measure combines six ADLs taken from Mahoney and Barthel (1965) and seven instrumental ADLs taken from Lawton and Brody (1969) ; eight for the primary care sample). Respondents indicated whether they could do them alone, do them with assistance, or not do them at all. We used z scores to equalize the measures across all samples (␣ ϭ .88).
Medical burden. Medical burden was expected to be related to more planning, due to the recognition that greater future care needs may be necessary. As detailed in Table 3 , medical burden was measured either using the Self-Report Checklist of Medical Conditions diagnosed by a doctor, originally derived from the Medical Outcomes Study (Wells, Sturm, Sherbourne, & Meredith, 1996) or using the Cumulative Illness Rating Scale (CIRS; Linn, Linn, & Gurel, 1968) . For the self-report checklist, the maximum number of medical problems was 20. The CIRS was completed by a physician based on information from participant interviews and from review of the primary care doctor's medical records; it quantifies the amount of pathology in 13 organ systems with results congruent to those of a pathologist's autopsy (Conwell, Forbes, Cox, & Caine, 1993) . Higher CIRS scores reflect greater disease burden. Maximum possible CIRS score was 58. To make the two medical burden scales comparable, we used z scores. The medical burden served as a covariate in all analyses.
Previous receipt of in-home care (one item). Previous receipt of care was expected to be an indicator of overall care need and thus to predict PFC. We asked participants whether they had received in-home nursing care in the past on this 3-point scale: 1 ϭ never, 2 ϭ for a short time (days or weeks), or 3 ϭ for a long period (months).
Future-oriented thinking (concurrent validity).
Previous provision of in-home nursing care (one item). Participants who had been caregivers were considered more knowledgeable about the burdens of future care needs and thus more likely to consider and prepare for them. We asked participants whether they had provided in-home nursing care in the past on this 3-point scale: 1 ϭ never, 2 ϭ for a short time (days or weeks), or 3 ϭ for a long period (months).
Expectations for care (10 items). Expectations for care focused on only what is expected in terms of whether future care will This document is copyrighted by the American Psychological Association or one of its allied publishers.
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be needed, a passive assumption, whereas PFC involves active behaviors in which the individuals themselves engage. The construct was measured using two factors (Sörensen & Pinquart, 2001 ): Expect to Need Care (five items; e.g., "At my age there is a good chance that I will need care in the future"; ␣ ϭ .84) and Expect to Need No Care (five items; e.g., "I do not think I will ever be ill long enough to require care"; ␣ ϭ .75). Ratings are on a 5-point scale ranging from 1 (disagree completely) to 5 (agree completely).
Health promoting behaviors (four items).
Because PFC is considered a type of health-promoting behavior, we expected other health-promoting behaviors to be correlated with its enactment. Developed for the purpose of this study, this brief scale assessed activities to aimed at health promotion and preventing the need for care. An example item is "I exercise in order to maintain my independence as long as I can," rated on a 5-point scale ranging from 1 (not at all true for me) to 5 (completely true for me; ␣ ϭ .64).
Belief in uselessness of planning for care (seven items). This scale assessed the belief that planning for care is not useful. An example item is "It is impossible to plan for future care-you must take life one day at a time," rated on a 5-point scale ranging from 1 (disagree completely) to 5 (agree completely; Sörensen & Pinquart, 2001 ; ␣ ϭ .83).
General planfulness (five items). This scale assessed the general attitudes toward planning (not restricted to care). An example item is "I like to make plans for the future" (Prenda & Lachman, 2001) , rated on a 5-point scale ranging from 1 (disagree completely) to 5 (agree completely; ␣ ϭ .71).
Putative outcomes (concurrent validity). Satisfaction with preparation (three items; Sörensen & Pinquart, 2001). Participants were asked about how satisfied they were with existing preparation and planning. An example item is "How satisfied are you with the content of your plans and decisions about possible future care needs," rated on a 5-point scale ranging from 1 (very dissatisfied) to 5 (very satisfied; ␣ ϭ .80).
Security (three items; Sörensen & Pinquart, 2001 ). These items assessed feelings of security regarding future care and care as a result of PFC. An example item is "How secure do you feel as a result of your conversations with others about your future care needs," rated on a 5-point scale ranging from 1 (very insecure) to 5 (very secure; ␣ ϭ .90).
Positive and negative affect (10 items). Positive and negative affect were measured using the Positive and Negative Affect Schedule Short Form (Kercher, 1992) . Respondents indicate whether they have experienced five negative and five positive emotions within the last week, rated on a 5-point scale ranging from 1 (very slightly or not at all) to 5 (extremely; ␣ ϭ .79 for positive affect and ␣ ϭ .80 for negative affect).
Have plans for long-term care (one item). Long-term care insurance (one item). We asked the participants whether they had long-term care insurance. We explained that we were interested in insurance for any kind of long-term care, other than Medicare or Medicaid coverage (coded 1 ϭ yes, 0 ϭ no).
Hypotheses regarding validity measures. We hypothesized that higher scores on the active PFC measures would be associated with having previously provided nursing care, expecting more care, reporting more health-promoting behaviors, and general planfulness. We expected high belief in the uselessness of planning to correlate negatively with PFC process, except Avoidance, where we expected a medium-sized correlation. We expected high active PFC scores to be positively correlated with putative outcomes, including satisfaction with preparation, feeling secure as a result of planning, more positive and less negative affect, reporting more concrete plans for future care, and having purchased long-term care insurance. This document is copyrighted by the American Psychological Association or one of its allied publishers. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
Procedure and Plan of Analysis
A three-step procedure was used to create the 15-item Preparation for Future Care Short Form (PFCN-15), in which the shorter subscales mirrored the subscales of the longer instrument (see Figure 1) . First, to select the items for the short form, we conducted an exploratory factor analysis (EFA) on the 29-item Preparation for Future Care Needs measure (Sörensen & Pinquart, 2001 ). Conducted on the scale development sample (n ϭ 697), the EFA (Brown, 2006 ) allowed us to determine whether the items covary according to the hypothesized subscales and to reduce the number of items in each subscale by eliminating those with the lowest factor loadings; this procedure was followed for all factors except Decision Making, as explained later. Based on the results of this analysis as well as maximization of Cronbach's alpha, we reduced the 29-item scale to 15 items. Second, we conducted a confirmatory factor analysis (CFA) on the 15-item scale using a validation sample (n ϭ 690). The purpose of the CFA was to test whether the established factor structure will hold up in a different sample, in other words, whether the subscales are consistent across samples. Figure 1 . Confirmatory factor analysis for variables in the validation sample for the 15-item Preparation for Future Care Needs measure, 2 (79) ϭ 226.98, comparative fit index (CFI) ϭ .93, Tucker-Lewis index (TLI) ϭ .90, root-mean-square error of approximation (RMSEA) ϭ .063, standardized root-mean-square residual (SRMR) ϭ .053. AW ϭ Awareness; GI ϭ Gathering Information; DM ϭ Decision Making; CP ϭ Concrete Planning; AV ϭ Avoidance of Care Planning. After adding one additional correlated error, GA1 with AV4 (not shown), the fit was 2 (78) ϭ 224.51, CFI ϭ .94, TLI ϭ .91, RMSEA ϭ .059 (95% confidence interval [.05, .068]), SRMR ϭ .049. We also tested a one-factor model including all subscales and a two-factor model with one preparation factor and one avoidance of care planning factor (using the full validation sample). Both models had a poor fit: one-factor model, 2 (90) ϭ 2979.29, CFI ϭ .60, TLI ϭ .54, RMSEA ϭ .13, SRMR ϭ .09; two-factor model, 2 (89) ϭ 714.87, CFI ϭ .69, TLI ϭ .64, RMSEA ϭ .12, SRMR ϭ .09, suggesting that the theoretically driven five-factor structure was the best representation of the scale and its domains. This document is copyrighted by the American Psychological Association or one of its allied publishers.
Awareness
The third step involved assessing validity of the PFCN-15 score interpretation using the full sample (n ϭ 1,387), as recommended by Kruyen et al. (2013) . We first tested concurrent validity using measures that would normally be correlated with the PFCN scores, based on previous research and our theoretical framework (Sö-rensen & Pinquart, 2000a; Sörensen & Pinquart, 2000b; Sörensen & Pinquart, 2001 ). These included indicators of vulnerability, such as self-care limitations and medical burden, and planning-related beliefs and attitudes, which would be seen as precursors of or triggers for planning. We also asked whether theoretically relevant, simultaneously collected potential outcome variables would be related to PFC: We expected those with higher scores on the PFCN-15 to report more satisfaction with their preparation, more positive affect, and higher life satisfaction. For predictive validity, we asked whether older adults in the primary care condition who had high baseline PFCN scores would be more likely to have long-term care insurance at either 24-or 36-month follow-up and whether they would be more likely to report having a more concrete plan for long-term care.
Results

Exploratory Factor Analysis
We performed an exploratory factor analysis with GEOMIN 2 rotation on the development sample (686 cases) and compared solutions with one to five factors, using Mplus (Muthén & Muthén, 1998 . We judged the fit using criteria from Hu and Bentler (1999) , by which the comparative fit index (CFI) and the TuckerLewis index (TLI) should be Ͼ.90 for an "acceptable" and Ͼ.95 for a "good" fit, root-mean-square error of approximation (RM-SEA) should be smaller than .06, and standardized root-meansquare residual (SRMR) should be smaller than .08. The fivefactor EFA solution had the best fit, 2 (247) ϭ 744.292, p Ͻ .001; CFI ϭ .91, TLI ϭ .87, RMSEA ϭ .059, SRMR ϭ .032, and was close to simple structure; only one item showed cross-loadings above ϭ .30. However, two items on the Decision Making subscale loaded on Gathering Information instead.
Factor intercorrelations ranged from r ϭ Ϫ.09 to r ϭ .60, consistent with PFC theory. The factor loadings for the five-factor solution are presented in Table 2 . We created, based on these loadings and Cronbach's alpha, the 15-item form by choosing three items from each scale (indicated by italics and bold italics in Table 2 ). For Awareness, Cronbach's alpha for the three highest loading items (3, 4, and 5) was .78. For Avoidance of Care Planning, Cronbach's alpha for Items 2, 3, and 4 was .74. For Gathering Information, we used Items 1, 2, and 3 and obtained an alpha coefficient of .81. For Decision Making, we eliminated the items that loaded only on Gathering Information (Items 1 and 2 ). Eliminating Item 6 (and using only Items 3,4, and 5) maximized the internal consistency at .70, meeting one of our selection criteria. Despite the lower loadings of Item 5 and its cross-loading on the Gathering Information factor, lack of fit with the Decision Making factor was not found in the subsequent confirmatory factor analysis. For Concrete Planning, we chose the items with the highest loadings and obtained an alpha value of .74. Thus, the internal consistency for the five abbreviated subscales ranged between ␣ ϭ .70 and ␣ ϭ .81. Because Cronbach's alpha penalizes shorter scales and is a lower bound estimate of reliability based on internal consistency (Bentler, 2009) , these estimates would appear good for three-item scales. Subsequent analysis of composite reliabilities calculated by Raykov's (2009) method suggest that all five scale reliabilities are above .759. Correlations between the longer PFCN and the PFCN-15 subscales ranged from .87 to .94 (see Table 4 ), indicating that most of the variance from the full form was captured by the short form.
Confirmatory Factor Analysis (Development Sample)
We specified a model in which three items each loaded on a factor. All factors were allowed to correlate with each other. The model retained traditional psychometric assumptions of uncorrelated uniqueness regardless of method of administration. The highest modification index suggested correlated errors for indicators 4 and 5 for Awareness. We allowed these errors to correlate because both items reflect attending to external sources of information (other people and media) for awareness of aging-related needs. This model, depicted in Figure 1 , had acceptable fit, 2 (79) ϭ 226.98, CFI ϭ .93, TLI ϭ .90, RMSEA ϭ .063, SRMR ϭ .053.
To account for some of the sample differences in data collection approaches, we fit separate models for oral (N ϭ 288) and written (N ϭ 492) administrations. Both models fit well: Oral, 2 (79) ϭ 121.23, CFI ϭ .95, TLI ϭ .94, RMSEA ϭ .044, SRMR ϭ .050, after allowing the item "If I ever need help or care, I can choose between several options that I have considered in some depth" to cross-load on Gathering Information, and Written, 2 (79) ϭ 189.44, CFI ϭ .95, TLI ϭ .94, RMSEA ϭ .055, SRMR ϭ .049, after allowing the item "I know what options I don't want" to load on both the intended Decision Making subscale and the Gathering Information subscale.
Psychometric Characteristics of the PFCN-15
Cronbach's alpha for each subscale of the PFCN-15 in the validation sample are reported in Table 2 . Alphas showed little cross-validation shrinkage compared to the item selection sample. Correlations between the long form and the PFCN-15 subscales in the validation sample suggested that most of the variance from the long form was captured by the short form.
Cross-Sample Invariance of the PFCN-15
As suggested by Dimitrov (2010) , in addition to testing whether the structure of the PFCN-15 would hold in the validation sample, we also tested for invariance across the two samples by calculating a series of multigroup nested models for the following: 2 GEOMIN rotation is now the default rotation used by MPlus. PROMAX. QUARTIMIN, GEOMIN, and SIMPLIMAX give similar rotations for psychological tests problems, and GEOMIN and SIMPLIMAX outperform the other two in several cases (Jennrich, 2006) . This document is copyrighted by the American Psychological Association or one of its allied publishers.
This article is intended solely for the personal use of the individual user and is not to be disseminated broadly. These analyses suggest that although the overall fit of the model does not degrade as more parameters are constrained, the factor loadings and intercepts demonstrate configural, metric, and strict factorial invariance across the two samples.
Equal loadings and equal intercepts
African American Versus White Sample Invariance of the PFCN-15
We also tested whether the same factor structure would be evident in the PFCN-15 for African American and White participants by calculating a series of multigroup nested models (see footnote 2; we omitted non-White non-African American respondents because there were too few for subgroup analysis): These analyses suggest that the model has equivalent paths, loadings, and intercepts for the African American and White samples, with demonstrable configural and metric invariance across the two samples. Because the factor loadings and indicator intercepts are invariant in African Americans and Whites, comparisons of the groups on the latent means of PFCN subscales are interpretable. However, when assessing strict factorial variance, we found that the model had a significantly worse fit than did the equal loadings and intercept model. This suggests that error variances are not equivalent across groups. However, error variance equality has been suggested as an overly restrictive test for evaluating the comparability of measures (Brown, 2006) . Also, the good fit of the model indicates that not all error variances are unequal. Large modification indices suggest that especially the error variances of Aware7 and Aware8 may vary across samples.
Validity: Associations With Vulnerability and Prevention Activities
PFC and risk factors for needing care. Table 5 shows the correlations of indicators of vulnerability with care preparation process scales for all samples combined (N ϭ 1,387). Our interpretation of the size of the Pearson product-moment and/or point-biserial correlations is consistent with Cohen's (1992) discussion of effect sizes. As expected, most correlation coefficients were small. We did not expect large effect sizes, because these risk factors are likely to each contribute a small amount to older adults' care planning, but none play a dominant role. Greater self-care limitations had small correlations with four PFC variables; the expectation that care would be needed in the future was associated with more awareness, gathering information, decision-making, and concrete planning between at small to moderate. Avoidance of care planning was not associated with self-care limitations and was negatively related to care expectations, at a very small magnitude. As predicted, the expectation that no care will be needed was negatively related to all preparation activities and positively related to avoidance of care planning (all small to very small associations). Medical problems were associated with more decision-making and concrete planning, both with very small effect sizes. Previous receipt of care is a risk factor for future care needs and was positively related to all PFC variables except avoidance of care planning; effect sizes were small or very small.
Preventive health behaviors and future orientation. Individuals who engaged in concurrent prevention activities were more likely to engage in all PFC activities and less likely to avoid future care planning, mostly with medium-sized effects. Having provided care imparts a sense of the difficulties of caregiving and is predictably related to more gathering information, decision-making, and concrete planning (see Table 5 ). These effects were small. Older This document is copyrighted by the American Psychological Association or one of its allied publishers. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
adults who were more likely to gather information and make concrete plans were also more likely to have already purchased long-term care insurance (36% had) and report a more concrete plan for what to do if they needed long-term care (see Table 6 ). Associations with beliefs and attitudes. Low correlations (Cohen, 1992) of PFCN subscales with general planfulness and with negative beliefs about perceptions of usefulness of planning for care (see Table 4 ) indicated that these constructs are related to, but distinct from, PFC. As expected, general planfulness (Prenda & Lachman, 2001) was positively related to all preparation activities and negatively associated with avoidance of care planning. Negative beliefs about the usefulness of planning were moderately related to avoidance of care planning.
Putative Outcomes Validity
Putative outcomes of PFC, such as greater security about future plans and more positive affect (measured simultaneously with PFC), were associated with higher levels of all proactive PFC variables and with less avoidance of care planning (see Table 6 ). Negative affect was positively correlated with awareness, gathering information, and decision-making. Negative affect was not related to concrete planning. We also investigated positive affect and prevention activities after 4 weeks for one subsample and found that these follow-up variables were positively associated with at least four PFCN subscales in the expected direction. For predictive validity, we found that in the primary care sample higher baseline levels on all subscales except Awareness were significantly related to having long-term care insurance during the following 3-year period. The percentage of individuals with this insurance at 24 months was 30%, and at 36 months it was 38%.
The Five-Item Scale
To create the five-item Preparation for Future Care Needs (PFCN-5) scale, we conducted a principal components analysis with the items in the 15-item scale in the development sample, excluding the three avoidance items. This approach made it possible to force one component (which explained 39% of the variance) and choose the item on each subscale that loaded the highest on the component. The items and their loadings were as follows: AW5 (.598), GA3 (.773), DM5 (.656), and CP1 (.700). Cronbach's alpha for these four items combined was .72 in the development sample and .71 in the validation sample. Thus, the four active PFCN items can be added, for a total active preparation score.
3 Table 5 Correlations As pointed out by one reviewer, a related approach might have been to take the item with the highest factor loading for each factor within the EFA to create a more heterogeneous five-item measure, which may have improved validity of score interpretation when predicting a similarly heterogeneous range of criteria. Given the already high heterogeneity of the items, we were concerned that this would make scores more difficult to interpret. A second consideration was that, from a predictive standpoint, increasing heterogeneity would aid prediction of only similarly broad bandwidth outcomes. For other more focal outcomes, greater specificity in relevant content may facilitate better prediction. Finally, a third issue we considered was that the ultrabrief five-item scale is likely to be used primarily for descriptive epidemiologic purposes (as in large surveys), or perhaps as a covariate of secondary interest, in future research on the topic. Those focused on PFC in particular are more likely to use at least the 15-item, if not the full scale. This document is copyrighted by the American Psychological Association or one of its allied publishers.
Avoidance could not be added into the scale without reducing the alpha below .70. For the clinical realm, we therefore recommend that it be assessed separately, using item AV2, in order to ask whether older adults actively shun PFC. We also caution that researchers use only the total score of the four active PFC items and not to interpret the domains based on single items.
Discussion
Preparation for future care is becoming increasingly significant, both clinically and from a public health perspective, and the relationship of PFC to future orientation, self-regulation processes, and clinical outcomes needs to be further investigated. Our 15-item short form measure of PFC is well suited for these purposes. It requires less than 4 min to complete interview-style and maintains the five subscales of the original long-form measure. Its scores are reliable and internally consistent, and its factorial validity is maintained in both oral and written methods of administration and across two racial groups. Although one subscale (Avoidance) has borderline internal consistency, composite reliability of the scores suggests that the scale is acceptable. In addition, the PFCN-5 provides a 1-min assessment of the four positive planning behaviors (as a total score) and Avoidance as a single item.
Criterion-related validity for scores from both measures is supported. Most PFCN subscales correlate significantly with indicators of vulnerability, which include self-care limitations and medical problems. These correlations are small but in the expected direction, suggesting that the different indicators of vulnerability may each make small contributions to care planning but that no one factor triggers any particular PFC domain.
Relevant attitudes were associated with PFC at small magnitudes, specifically, expecting to need care, not expecting to need care (negatively), and general planfulness. This indicates that although PFC is correlated with related constructs, it is distinct from more general planning attitudes that are not focused on future care and from expectations of the future.
We chose some concurrently measured variables as putative outcomes, because one might expect individuals who actively plan for future care to also engage in more health-promoting behaviors and to exhibit more positive affect and greater satisfaction with future care plans. PFC is associated with these in the expected direction. Looking at follow-up data supported the idea that people with more concrete PFC are more likely to report positive affect after 4 weeks and engage in more health-promoting behaviors. Furthermore, the PFCN-15 subscales, especially Gathering Information but not Awareness, are associated with greater likelihood of having long-term care insurance 2-3 years later, suggesting that PFC may impact subsequent behaviors. This finding supports the notion that awareness alone is not sufficient for action. Future research is needed with other behaviorally based outcome measures to support the conceptualization of preparation for care as a psychological process.
The unease people experience when imagining future dependency is reflected in the positive correlation of some PFC activities with negative affect. This is consistent with earlier findings that engaging in thoughts and decisions about future care arouses worry, particularly in the absence of concrete plans for impending frailty (Steele, Pinquart, & Sörensen, 2003) . Because anxiety and This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
worry may also trigger PFC, longitudinal studies are needed to further elucidate the causal chains in PFC. Consistent with our theoretical framework, avoidance of care planning is a distinct factor. Representing a negative attitude toward considering unpredictable future care need, it can be present despite high awareness of future care. The two factors are correlated, though weakly, perhaps because awareness of the risk of disability may trigger a desire not to think about it for some individuals. Through the PFCN-15, we found that avoidance of care planning is unsurprisingly associated with less security, less positive affect, fewer health-promoting activities, and lower likelihood of having long-term care insurance, both concurrently and long-term. It is also negatively associated with affect and planning satisfaction. Although the PFCN-15 allows for greater variation in avoidance responses, the one-item assessment of avoidance on the five-item form may be a useful clinical tool to gauge patient willingness to engage in care decision-making or shy away from discussing future care plans.
Limitations and Strengths
First, the PFC measure is based on self-report, and more research using behavioral indicators of PFC is needed. However, we were able to show that self-reported PFC is associated with selfreported purchase of long-term care insurance, a more behaviorally based measure. The sampling procedures and sample characteristics of our samples limit generalizability, particularly to non-Black minority populations. Although the sampling frame for this study was determined primarily by issues of convenience and willing collaborators, the diversity of locations and participants allows the research to be relevant beyond specific geographic boundaries. Also, the substantial number of African Americans in the sample is a strength of the study.
Due to the lack of other measures of future care planning at the time of data collection, we were limited in the types of validity we could assess. Future research that includes these brief measures in large surveys could more accurately assess convergent and discriminant validity of the scores against other measures. The validity analyses in this study are based primarily on concurrent rather than longitudinal data on risk factors for future care that would logically be related to more planning (if people are aware of them). Thus, we did not expect large effects, especially because the correlations were not disattenuated for measurement error. However, the direction of effects and the fact that purchase of long-term care insurance after 24 -36 months was moderately related to information gathering do suggest that the scale predicts relevant behaviors. The availability of different versions of the PFCN will enable future investigation of how PFC is linked to long-term physical or mental health outcomes.
Applications and Future Research Implications
Our instrument provides the tools to assess progress in the process of planning. The PFCN-15 is best administered in settings where more information about its constituent developmental processes is desired: The PFCN-15 can help detect which planning processes an individual has not yet attempted. Interventions can then be targeted to guiding older adults along the process (Bode, de Ridder, Kuijer, & Bensing, 2007; Pinquart, Sörensen, & Peak, 2005) . The PFCN-5 is most applicable for practice settings in which assistance with long-term planning might be useful, for example, in the context of primary care, geropsychology, geriatric psychiatry, and neurology, where practitioners routinely see older patients and their families. For example, primary care physicians are often inaccurate when making substituted judgments for patients without advance directives (Coppola, Ditto, Danks, & Smucker, 2001) , suggesting that their knowledge of patient preferences for late life care is also inadequate. However, it should be noted that the PFCN-5 is not a screening tool with set cutoffs. Due to its brevity, its measurement precision for individual values is likely low. Thus, it is a tool that allows a general assessment of patients' progress in planning and can be used in beginning a conversation about care preferences. Either measure may also be useful in large epidemiological and longitudinal surveys, where low administrative burden but accurate information about PFC is of interest. For example, they could be used to as a tool in the evaluation of subsidies of long-term care insurance. However, we recommend against breaking the PFCN-5 down into one-item subcomponents.
In the tradition of proactive coping (Aspinwall & Taylor, 1997) , the original formulation of the PFCN measure was aimed at assessing individuals not yet requiring assistance with activities of daily living. Thus, any previously reported norms for older adults with more ADL limitations may look different from norms for the original sample, and the factor structure may not match that of our current sample. Future studies are needed to better understand the structure and progression of future care planning for individuals who have considerable ADL limitations, defined chronic diseases, or information about genetic conditions (e.g., Huntington's disease). Future research is also needed to test the validity the PFCN score interpretation for individuals who have mild cognitive impairment or early dementia. Although the use of this instrument with this population should be meaningful, given their continued ability to state preferences (Menne & Whitlatch, 2007; Whitlatch & Menne, 2009) , their comprehension may need to be facilitated by first breaking down the Likert-style scales into binary responses (e.g., "agree" and "disagree") and then following up with finer gradations ("a lot," "a little"). Some modification of items may be necessary as well, particularly for negatively worded items.
The enactment of PFC in different contexts remains poorly understood. The brief measures we have developed can be used to investigate how PFC develops in interaction with families and how it varies with family structure (Spitze & Ward, 2000) , cultural beliefs , involvement of health professionals (R. A. Johnson, Schwiebert, & Rosenmann, 1994; R. A. Johnson & Tripp-Reimer, 2001) , and national health policies (Hurley, 2005; Pinquart, Sörensen, & Davey, 2003; 
